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Autologous tissue is the preferred conduit for vas-
cular reconstruction in the patient who suffers from
infrainguinal occlusive disease.1 This is especially true
for arterial reconstruction in the setting of an infected
field. Although the use of greater saphenous vein is
preferable in cases of infrainguinal disease, it may be
inadequate because of venous disease or unavailable
due to previous harvest for coronary or peripheral
artery bypass.2,3 Other choices of conduit include
prosthetic material, cephalic or basilic vein, cryopre-
served saphenous vein allografts, umbilical vein graft,
superficial femoral vein, or an endarterectomized seg-
ment of occluded superficial femoral artery. Prosthetic
material typically has a shorter patency rate than
saphenous vein and a higher infection rate, especially
when used below the level of the inguinal ligament.4
Cephalic vein segments may not be of sufficient
length and typically have shorter patency rates than
saphenous vein.3 Cryopreserved saphenous vein and
umbilical vein grafts have shorter patency rates and
are extremely expensive.5,6 Finally, superficial femoral
vein excision may lead to leg swelling postoperative-
ly.2 Despite the superiority of saphenous vein in a
clean field, arterial reconstruction with vein in an
infected field has been variously associated with vein
graft autolysis, disruption, and bleeding.7
This article reports on a case in which autolo-
gous artery harvested from an amputated extremity
was used for ipsilateral, proximal arterial reconstruc-
tion performed in an infected field to achieve hip
joint and proximal thigh salvage.
CASE REPORT
H.P., a 61-year-old man, was initially seen with
swelling in the right groin and intermittent fevers over
the 3 days before his admission to the hospital, with a
maximum temperature of 103°F. His history was
remarkable for a repeat femoral-tibioperoneal trunk
bypass 62 days before this presentation. He had done
well postoperatively until 5 days prior to this presen-
tation, when he began to notice swelling at the site of
the previous right groin incision.
His past medical history was significant for bilat-
eral lower extremity chronic venous insufficiency
(C4S,ES,AS,D,P,PR,O),8 deep venous thrombosis at
age 27, peripheral vascular disease, non–insulin-
dependent diabetes mellitus, protein S deficiency,
and recent non–q wave myocardial infarction.
His past surgical history included left below-knee
amputation at age 25 and multiple revascularization
procedures of the right lower extremity, including a
femoral-popliteal graft with two revisions, angioplasty,
and at least nine episodes of thrombolysis with uroki-
nase. The most recent revascularization attempt
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included embolectomy, urokinase administration, and
percutaneous transluminal angioplasty of a composite
polytetrafluoroethylene (PTFE)-PTFE right femoral-
tibioperoneal trunk graft for acute thrombosis.
Following this attempt at endovascular revasculariza-
tion, he underwent repeat femoral-tibioperoneal trunk
bypass with reinforced PTFE, because of a lack of ade-
quate autologous vein. His social history was signifi-
cant for a 50 pack-year history of tobacco use.
On the patient’s presentation to the emergency
department, physical examination revealed that the
right groin was cellulitic, fluctuant, and tender at the
site of the proximal anastomosis of the PTFE
femoral-tibioperoneal trunk bypass graft. He also
had advanced venous stasis disease with confluent
woody edema and pigment changes of the right
lower leg, knee, and distal thigh.
He was admitted and was empirically treated
with vancomycin hydrochloride and fluconazole
(Diflucan). His home coumadin dose was discontin-
ued, and he was initiated on a weight-based heparin
protocol for his known protein S deficiency. A CT
scan of the pelvis and thighs showed fluid collected
around the graft in the right groin. Spontaneous
purulent drainage of both proximal and distal
wounds occurred.
He was taken to the operating suite, where a
right through-the-knee guillotine amputation was
performed. The femoral-tibioperoneal trunk PTFE
graft was removed. It was determined that patch
angioplasty of the right common femoral artery
would be required to avoid narrowing and to main-
tain patency of the deep femoral artery. On the back
table, the chronically occluded below-knee popliteal
artery was harvested from the amputated right
extremity and endarterectomized. This segment of
artery was then used to perform a patch angioplasty
of the right common femoral artery. After reestab-
lishing flow, the right common femoral and deep
femoral arteries were patent with palpable pulses.
After thorough débridement, the deep layer of the
right groin wound was closed over the reconstruct-
ed artery and dressings were placed.
Wound cultures demonstrated methicillin-resis-
tant Staphylococcus aureus. Postoperatively, the
patient was treated with vancomycin for a total of 16
days along with dressing changes to the right groin
wound. The fluconazole was discontinued after a 7-
day course. After normalization of his temperature
curve and white blood cell count, a revision to a right
above-knee amputation was successfully completed,
and the patient was discharged to a rehabilitation
facility. The patient experienced primary healing of
the right above-knee amputation attributable to con-
tinued common and deep femoral artery patency.
H.P. has been followed up for 8 months, the most
recent visit being in November 1998. At that time, the
groin wound and amputation stump were well healed.
H.P. reports that he has been fitted for his prosthesis
and is ambulating in the home on his left below-knee
prosthesis and right above-knee prosthesis. He reports
also that he has not had any further infections or other
complications. Arterial duplex scanning of the right
groin was performed on November 19, 1998, and
confirmed continued patency of the right common
femoral and deep femoral arteries.
DISCUSSION
Like many persons with peripheral vascular dis-
ease, our patient had undergone multiple attempts
at revascularization procedures for limb salvage.
Autogenous lower extremity vein was not available
for his arterial reconstruction as a result of his
advanced venous stasis disease. Prosthetic material
had been utilized for several previous right lower
extremity revascularization procedures.
Because of his overall medical condition, prior
revascularization procedures, and poor distal target
and runoff, the risks of further revascularization
efforts for limb salvage were prohibitive. The option
with the highest chance of success and survival was
graft excision with simultaneous amputation. Patch
angioplasty of the common femoral artery at the site
of the proximal anastomosis was required to avoid
narrowing the native vessel and to preserve deep
femoral artery patency. A prosthetic patch would
have an increased risk of infection, so a source of
autogenous tissue was sought. A segment of occlud-
ed superficial femoral artery could have been
obtained by extending the groin incision. Once
endarterectomy had been performed, this segment
of the superficial femoral artery could have been
used as a patch with patency rates similar to those
obtained with the use of saphenous vein.9 However,
it was thought that adequate conduit would be avail-
able in the amputated extremity, avoiding a larger
incision in the groin and any morbidity that may
ensue. The amputated extremity was explored, and a
segment of below-knee popliteal artery was harvest-
ed. The segment was endarterectomized and used to
patch the common femoral artery.
Infrainguinal prosthetic arterial graft infection is
associated with significant mortality (10%-20%) and
amputation (15%-60%) rates.10 Likewise, hip disar-
ticulation and repeat amputation for proximal leg
ischemia is associated with mortality rates as high as
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45%.11 Proximal arterial reconstruction with autolo-
gous tissue from the amputated extremity allowed us
to balance our patient’s overall risks with life and tis-
sue preservation.
A review of the literature has demonstrated the
various conduits available for vascular reconstruction.
Tissues from amputated extremities have been used as
free flaps, but in our search of the literature, no prior
report was identified that described vascular recon-
struction using autologous tissue from an amputated
extremity. Although the necessity for the use of this
technique is presumably very low, given our experi-
ence, we recommend that the tissues in an amputated
extremity be considered as a source of vascular con-
duit, which may be required in the settings of lower
extremity ischemia, trauma, or malignancy necessitat-
ing concomitant arterial or venous reconstruction.
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